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AN ANALYSIS OF THE MICRO-ORGANISMS RESPONSIBLE FOR PELVIC 
INFECTION IN PRETORIA: THEIR SENSITIVITY AND RESISTANCE 
TO ANTIBIOTICS* 


G. H. R. HoLtzHAuseEN, M.B., CuH.B. (PRET.), Department of Obstetrics and Gynaecology, University of Pretoria 


Because of the current interest in bacterial resistance we 
decided to review the situation in Pretoria regarding the 
organisms responsible for pelvic infection and their sensi- 
tivity to the various antibiotics. As will be seen, a number 
of interesting facts emerged and we were able to draw 
certain conclusions. 

During the 6-month period from 20 May to 20 Novem- 
ber 1960, 501 smears (excluding sputum, blood, urine and 
faeces) were submitted for bacteriological examination by 
the Department of Obstetrics and Gynaecology of Pretoria 
University. Of these 200 (38-2°/) were negative, i.e. either 
no growth (23-2°%) or mixed vaginal flora (15°). 

In the 301 positive smears the following organisms were 
represented : 


* Paper presented at the Interim Congress of the South 
African Society of Obstetricians and Gynaecologists (M.A.S.A.), 
Durban, April 1961. 


E. coli 33-2°/,, coagulase-positive staphylococci 30-3%, 
beta-haemolytic streptococci 6:-4°%, enterococci 5-4%, 
alpha-haemolytic streptococci 5-1%, proteus group 4-2%, 
coagulase-negative staphylococci B. subtilis 2-97, 
parakolon 2-2%, Cl. welchii 1-3°/,, aerobacter 0-9%, Ps. 
pyocyaneus 0-9 %, diphtheroids 0-99, achromobacter 0°6%, 
and anaerobic streptococci 0-6°/. 

It will be seen that E. coli and coagulase-positive staphy- 
lococci accounted for 63-5°%, of the organisms found. 


To ascertain the antibiotic sensitivity of these organisms, 
we selected 100 specimens of the 7 most common bacteria 
at random from the files of the bacteriology department. 
The results can be seen in Tables I - VI. 

If these figures are combined into one graph, the degree 
of sensitivity of these organisms to the various antibiotics 
can be seen at a glance (Fig. 1). 
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Fig. 1. Sensitivity of various organisms to antibiotics and sulphonamides. (Coag + staph. = lococci. 
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TABLE I. PERCENTAGE SENSITIVITY OF E. coli 
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to 


E. coli 
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E. coli are very sensitive to kanamycin 97°, and polymyxin 90°, 
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; Partly sensitive to tetracyclines 67°, chloramphenicol 75 
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TO VARIOUS ANTIBIOTICS 


72%; insensitive to penicillin 0°,, erythromycin and novobiocin 


TABLE HU. PERCENTAGE SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCCI TO VARIOUS ANTIBIOTICS 
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Coagulase-positive sensitive to 
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Coagulase-positive staphylococci are very sensitive to kanamycin 97° 
sensitive to penicillin 36°,, streptomycin 50° 
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TABLE Ill. PERCENTAGE SENSITIVITY OF ALPHA- AND BETA-HAEMOLYTIC 
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novobiocin 94°,, and chloramphenicol 92°<; partly 


and tetracyclines 55°, insensitive to polymy xin 


STREPTOCOCCI TO VARIOUS ANTIBIOTICS 


Alpha- and beta-haemolytic streptococci taken together are very sensitive to chloramphenicol 98 °{, tetracyclines 95 °,, ce 89°<, erythromycin 


and novobiocin 98 


TABLE Iv. 
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Enterococci are very sensitive to chloramphenicol 92 
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TABLE V. PERCENTAGE SENSITIVITY OF PROTEUS TO VARIOUS ANTIBIOTICS 


Chlortetracycline 


rganisms = = 

= 

sensitive to 8 68 18 

Proteus 

insensitive to 92 32 82 
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Proteus is very sensitive to chloramphenicol 80°;,, and kanamycin 82%; partly sensitive to streptomycin 68 °%, and novobiocin 56°; insensitive 
to penicillin 8°, tetracyclines 17%, erythromycin 10°, and polymyxin 18 °,. 


TABLE VI. PERCENTAGE SENSITIVITY OF COAGULASE-NEGATIVE STAPHYLOCOCCI TO VARIOUS ANTIBIOTICS 


 Chlortetracycline 


Organisms = = 
= = 
& 
Coagulase-negative staphy- /[ sensitive to 56 66 
lococci 
insensitive to 44 34 74 


 Oxytetracycline 

Chloramphenicol 

Erythromycin 

 Kanamycin 

Novobiocin 
Polymyxin 


Tetracycline 


N 
tN 


6 8 


74 74 10 


Coagulase-negative staphylococci are very sensitive to chloramphenico] 90%, erythromycin 98%, kanamycin 94%, and novobiocin 92%; partly 
sensitive to penicillin 56°%, streptomycin 66°, and tetracyclines 26%; insensitive to polymyxin 18 °,. 


some gynaecologists in the treatment of severe infections. 
It will be seen that it is very effective against the haemo- 
lytic streptococci only, and 67°/, and 55% effective against 
E. coli and coagulase-positive staphylococci respectively. 
However, since the tetracyclines can conveniently be ad- 
ministered by the continuous-drip method, they still have 
a place in these infections, especially if they can be com- 
bined with another group-II antibiotic. 

Chloramphenicol: This is the antibiotic par excellence in 
this series, most probably because it is prescribed only 
occasionally for pelvic infection. It is effective against 
75°, of E. coli and against 80°, or more in each of the 
other groups. 

Erythromycin: This has a spectrum not unlike that of 
penicillin, except that it is still very effective against the 
staphylococci and the enterococci. It is known, however, 
that resistance to erythromycin develops rapidly unless it 
is combined with another group-II antibiotic. When it was 
combined with novobiocin in a series of 108 patients, no 
resistance developed against erythromycin and only twice 
against novobiocin.’ 

Kanamycin: This is almost 100°, effective against the 
2 most common organisms, and very effective against pro- 
teus Organisms and coagulase-negative staphylococci. 

Novobiocin: This has, for practical purposes, the same 
spectrum as erythromycin. For that reason these 2 anti- 
biotics form an ideal combination, especially against the 
coagulase-positive staphylococci. 

Polymyxin: This is of use only against E. coli in the 
form of local application or bladder instillations. 

The sulphonamides: Unfortunately sensitivity tests can- 
not be performed because some of the culture media 
inhibit sulphonamides.® Therefore the susceptibility of these 
Organisms is not known and the spectrum included here 


(Fig. 1) has been supplied by Messrs. May and Baker. 
It will be seen that the alpha-haemolytic streptococci and 
the enterococci are resistant, but that the rest are fairly 
sensitive. 

Although no figures are available (anaerobic cultures 
are not performed as a routine) the incidence of anaerobic 
streptococcal infections seems to be increasing.*° 


RESISTANCE 


Let us apply these observations to the subject of antibiotic 
resistance. Antibiotics can be divided into 2 groups: 

Group I (bactericidal): Penicillin, streptomycin, neomy- 
cin, bacitracin, polymyxin, vancomycin, and ristocetin. 

Group II (bacteriostatic): Tetracyclines, chlorampheni- 
col, erythromycin, novobiocin, kanamycin, and the sul- 
phonamides. 

This division is of great practical importance because 
of the existence of synergism and antagonism between 
the 2 groups.’** The following facts concerning synergism 
and antagonism are important: 

1. Combinations of group-I antibiotics 
synergistic, but seldom antagonistic. 

2. Combinations of group-II antibiotics are neither 
synergistic nor antagonistic, but merely additive. 

3. Combinations of group I and II can be either 
synergistic or antagonistic. If the organism is sensitive to 
a group-I antibiotic, the addition of a group-II antibiotic 
will have an antagonistic effect. If, however, the organism 
is resistant or partly sensitive to a group-I antibiotic, a 
group-II antibiotic will be synergistic. It follows that group 
| and II antibiotics should not be combined without testing 
the sensitivity to at least one of the two, Because the 
sulphonamides belong to group II, and because the 
majority of organisms (except the beta-haemolytic strep- 


are often 
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tococci) are either partly sensitive or resistant to them, 
these drugs can be safely combined with both group-I and 
group-II antibiotics. 

The application of genetics to bacteria established that 
bacterial resistance is either natural or acquired.*** 


Natural Resistance 

1. Certain bacteria possess a primary natural resistance, 
e.g. proteus and pseudomonas. 

2. Others produce enzymes which inactivate antibiotics, 
e.g. most hospital staphylococci produce penicillinase. 
Acquired Resistance 

1. One natural variant exists in 10° organisms. If one 
considers that a generation of bacteria is formed every 
20 minutes, it becomes clear that, by selection, these 
mutants can replace the entire population in one night. 
The strain then becomes resistant. 

2. Mutation of sensitive organisms can occur by the 
use of biochemical processes other than those eliminated 
by the antibiotic. If only one step is involved, as in the 
case of streptomycin and INH, a rapid mutation can take 
place, even in one generation. Because other antibiotics 
eliminate more than one step in the biosynthesis, mutation 
is required in two or more genes and this may take several 
generations. 


Combined Therapy 

The rationale of the use of combined antibiotic therapy 
is as follows: *** 

1. To suppress mutants resistant to one antibiotic by 
another. 

2. To prevent the selection of resistant strains, especially 
in hospital practice. By such means chloramphenicol can 
be protected against the fate which befell penicillin in its 
early years. 

3. In the treatment of mixed infections. 

4. To obtain an additive or synergistic effect in the 
case of partial sensitivity. 

If an organism develops resistant mutants to one anti- 
biotic at the rate of 1 per i0° and to another at the rate 
of 1 per 10° cell divisions, the chance of developing 
resistance to both simultaneously will be 1 in 10° cell 
divisions. Because the occurrence of 10** viable organisms 
in one patient is extremely uncommon, the development of 
a doubly resistant mutant is unlikely.“ Combined anti- 
biotic therapy has become the established practice of such 
people as Barber, McClure Brown, Ian Donald, Lacey, 
Coetzee and others.” 


CONCLUSION 


In conclusion we should like to put forward the following 
suggestions: 

1. Bacterial cultures and sensitivity tests should be per- 
formed whenever possible. 

2. If this is impossible, or while awaiting the results, 
chloramphenicol and kanamycin should be administered 
together in severe infections. 

3. The terramycin drip still has a place in fulminating 
infections if it is combined with another antibiotic. 

4. Combined antibiotic therapy is strongly recom- 
mended. 
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5. Penicillin should not be used in pelvic infections 
unless the organism has been proved sensitive and the 
penicillin can be combined with another antibiotic. This, 
however, does not justify the indiscriminate use of peni- 
cillin-streptomycin combinations..* The possibility of 
reversal of resistance to penicillin should be entertained, 
as happened when ‘chloromycetin’ was practically aban- 
doned some years ago.° 

6. Only those antibiotics that are unsuitable for systemic 
administration should be used for local application. 

7. Patients receiving antibiotics should be isolated.° 

8. Although sulphonamides belong to group II, they 
can, for practical purposes, be combined with either 
group-I or group-II antibiotics. 

9. The use of prepared antibiotic combinations is con- 
demned.” 

10. Finally, it is suggested that antibiotics should be 
prescribed only by the senior staff of a hospital. 


SUMMARY 


The frequency of occurrence of the organisms responsible for 
pelvic infection in Pretoria is discussed. E. coli and the 
coagulase-positive staphylococci together are responsible for 
63-5% of cases. 

Culture and sensitivity tests of the organisms show that 
chloramphenicol and kanamycin are the two antibiotics which, 
when used in combination, are most effective in the majority 
of pelvic infections. 

Certain aspects of resistance against antibiotics are dis- 
cussed, and a plea is made for combined antibiotic therapy. 
Penicillin should be used only in exceptional circumstances, 
and the sulphonamides can be used with the antibiotics more 
frequently. 


OPSOM MING 


Die veelvuldige voorkoms van die organismes wat bekken- 
infeksie in Pretoria veroorsaak, word bespreek. E. coli en 
die koagulase positiewe stafilokokke is saam verantwoorde- 
lik vir 63-59 van die gevalle. 

Kulture en sensitiwiteitstoetse van die kieme het getoon 
dat chloramphenicol en kanamisien die twee antibiotika 
is wat, indien hulle saam gebruik word, die meeste van die 
infeksies sal bekamp. 


Sekere aspekte van weerstand teen antibiotika word 
bespreek en ’n pleidooi word gelewer vir gekombineerde 
antibiotiese behandeling. Penisillien behoort slegs in uit- 
sonderlike gevalle gebruik te word, en die sulfonamides 
kan meer dikwels saam met die antibiotika toegedien 
word. 


I wish to thank Prof. F. G. Geldenhuys for his advice and 
encouragement. 
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EDITORIAL : VAN DIE REDAKSIE 


BEDSORES 


Bedsores present a major problem in both hospital nursing 
and home nursing, especially in aged patients and others 
who remain in bed a long time or in a state of uncon- 
sciousness. The more often the position of the patient is 
changed the less likely are bedsores to develop, and for 
this reason when patients are at risk the routine is adopted 
of turning them every two hours, or oftener. This routine 
is hard to maintain, and attempts have been made to 
devise a form of mattress by which the benefits of turning 
the patient can be mechanically reproduced. 

For this purpose various types of ‘alternating pressure’ 
mattress are on the market, designed to make frequent 
shifts in the points carrying the weight of the body. The 
apparatus is made of plastic, or of fabric impregnated 
with indiarubber. It is somewhat narrower than the 
ordinary hospital mattress, on which it is superimposed 
and held in position by flaps tucked in at the head and 
foot of the bed. It consists of parallel tubular air cells, 
i} inches in diameter (in one type), and running either 
across the bed or from head to foot. These air cells are 
alternately connected by two common air ducts to an 
electrically-driven air pump. in such a way that one alter- 
nate series of air cells is inflated when the intervening 
alternate series is deflated. The change from inflation to 
deflation takes place in a cycle of 4 (2-5) minutes. The 
effect of this is that, if the air cells were consecutively 
numbered, the patient is supported in turn by what would 
be the odd-numbered and even-numbered series of cells. 


In the last few years Bedford, Cosin and McCarthy’ 
have carried out experiments with alternating-pressure 
mattresses at the geriatric unit of the Cowley Road Hos- 
pital, Oxford, and are continuing the work. They have not 
yet published a detailed report. but an illustrated abbre- 
viated interim account has recently appeared in The 
Lancet. They measured the air-pressure in the pneumatic 
systems at which, in the air cushion beneath any part of 
the patient’s body, the upper and lower surfaces of the 
air tube came into contact with each other so that this 
part of the body ceased to be supported on a cushion of 
air. This they called ‘bottoming’. 

When the patient was lying supine, bottoming occurred 
over the sacral area in almost all cases. When the elbow 
or the heel supported much of the weight of the body, 
very high air-pressures were required to prevent bottoming 


MEDIESE VERSEKERING EN ASPEKTE VAN 


Gedurende die afgelope aantal jare het daar ‘n radikale 
yerandering ingetree in die tradisionele geneesheer-pasiént 
verhouding waaraan ons almal gewoond was. In die ver- 
lede was daar natuurlik maar altyd komplikasies, maar 
die essensie van die verhouding was dat die geneesheer 
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at these points. When care was taken to avoid high pressure 
at the heel or elbow, an air-pressure of 40 mm. Hg was 
found sufficient to support any patient in the supine or 
prone position, but pressures from 50 to 90 mm. Hg 
according to weight were needed in the lateral or sitting 
position. Special attention is called to the tendency of 
patients in the prone position to support themselves on 
an arm or knee, which may cause very high pressure at 
these points. 

Experiments were carried out with patients of different 
weight and different somatotypes. In the supine and lateral 
positions the bottoming pressure tends to increase with 
body weight, except in very heavy patients, where it tends 
to decrease (probably because the bony points are less 
prominent). In the sitting position the bottoming pressure 
tends to continue to increase with body weight in the 
heaviest patients also. In thin patients with prominent 
bony points the bottoming pressure was higher than in 
muscular or well-covered patients of the same weight, and 
in very heavy obese small-boned women the bottoming 
pressure was well below the mean level. 

Sitting in an upright position (90°) produces a very high 
bottoming pressure indeed under the ischial tuberosities, 
but so long as the inclination is less than 60° with the 
horizontal the pressure does not exceed 90 mm. Hg and 
is usually much less. This is to be borne in mind when 
patients who cannot move freely are propped up in bed, 
and if possible they should not be nursed at an angle 
exceeding 60°. There is the same danger of producing 
pressure sores in elderly immobile patients when they are 
sitting up out of bed. 

Better results were obtained with the alternating-pressure 
mattress placed on a good-quality base mattress than when 
it was placed on a wooden base: and when placed on a 
soft upholstered chair than on a wooden chair.’ 

The authors! have not found any of the alternating- 
pressure mattresses at present obtainable to be ‘entirely 
reliable or satisfactory in use over a long time’. They are 
satisfied that the principle is sound and that this device 
certainly saves a lot of nursing time: but they conclude 
that ‘much remains to be done before an entirely satis- 
factory apparatus can be produced for a controlled clinical 
trial’. 


1. Bedford, P. B., Cosin, L. Z. and McCarthy, T. F. (1961): Lancet, 2, 76. 


DIE GENEESHEER-PASIENT VERHOUDING 


‘n diens gelewer het waarvoor die pasiént hom dan ver- 
goed het. Die bedrag van die vergoeding is op die grond- 
slag van wisselende faktore vasgestel as ‘n ooreenkoms 
tussen die geneesheer en sy pasiént. Hierdie soort per- 
soonlike verhouding het baie goed gewerk. 
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As gevolg van die geweldige styging van die lewens- 
koste oor die afgelope paar dekades, het daar egter baie 
belangrike veranderinge ingetree wat betref die verhouding 
tussen die geneesheer en sy pasiénte. Mediese hulpfondse 
en bystandsfondse en verskillende skemas vir mediese 
versekering het aan die orde van die dag gekom. Vir die 
grootste aantal mense, insluitende selfs professionele men- 
se, is dit nie meer moontlik om self alle mediese gelde te 
betaal nie —veral nie in gevalle van groot, onvoorsiene 
uitgawes nie. 

Lidmaatskap van die een of ander siekte-fonds, of dit 
nou ook al ’n hulpfonds of ‘n versekeringskema is, het 
dus ontstaan as gedeeltelike antwoord op die moeilike 
vrae in hierdie verband. Ons kan die verloop van wéreld- 
sake tog nie omkeer nie. Die pasiént moet verseker wees 
daarvan dat hy die nodige mediese dienste sal kry as hy 
of ‘n lid van sy gesin siek word. Die geneesheer, aan die 
ander kant, moet verseker wees daarvan dat sy dienste 
vir die pasiént beskikbaar gestel sal kan word op so ‘n 
manier dat die geneesheer self paslik beloon word vir sy 
dienste. 

Daar het dus ‘n derde party, of element, te voorskyn 
getree, wat die geneesheer-pasiént verhouding Of kan be- 
moeilik en kompliseer, Of dit kan vergemaklik. Aangesien 
ons nie meer sonder hierdie derde party kan klaarkom 
nie, rus daar op ons—die mediese professie en die 
publiek — die verpligting om toe te sien dat die nuwe 
verhouding kerngesond bly. 

Ongelukkig is daar nou ‘n aantal gevaarpunte, en dit 
is dus ons plig om daarop te wys. Een van die moontlike 
gevaarpunte is dat lede van die publiek soms onder ‘n 
wanindruk verkeer van waarop hulle geregtig is en van 
wat hulle dus van hul geneeshere kan verwag. Dit is baie 
belangrik om seker te wees van al die presiese voorwaar- 
des van elke afsonderlike fonds. By die meeste fondse 
of skemas is daar gewoonlik beperkende klousules. ’n 
Lid moet, byvoorbeeld, ‘n sekere tyd lank lid wees van die 
fonds voordat hy ‘n eis kan instel, of eise moet binne ‘n 
sekere omskrewe tydperk ingestel word, ens. Nou gebeur 
dit dikwels dat geneeshere genader word met die versoek 
om besonderhede op rekenings te verander. Die versoek 
is meestal om die datums op rekenings sodanig te ver- 
ander dat die versekerde groter voordeel daaruit trek. Die 


4 November 1961 


lede reken gewoonlik dat hulle tog premies betaal en dus 
op vergoeding geregtig is. Hierdie opvatting is nie reg 
nie, aangesien hulle gewoonlik geregtig is op vergoeding 
onder bepaalde omstandighede. Hierdie bepaalde omstan- 
dighede vorm ‘n deel van hul kontrak met die verseke- 
ringsfirma of fonds, en mag nie ontwyk word nie. 

Ander voorbeelde van versoeke is dat die geneesheer 
meer besoeke as wat hy afgelé het, moet opskryf om te 
kompenseer vir sulke dinge soos, byvoorbeeld, bykomende 
hospitaal- of medisyne-onkoste. 

Versoeke van hierdie aard is natuurlik onwettig, en dit 
stel die geneesheer voor ‘n baie netelige posisie. Hy weet 
dat die versoek onwettig is, en tog mag hy vrees dat hy sy 
pasiént sal verloor indien hy nie tegemoetkomend is nie. 
Gelukkig gee verreweg die meeste geneeshere nie toe aan 
hierdie versoeking nie, en gelukkig verwag verreweg die 
meeste pasiénte dit nie van hul geneeshere om op hierdie 
manier op te tree nie. Nogtans kom oortredings dikwels 
genoeg voor om ons te noop om hier daaroor te skryf. 

Wat die invul van sertifikate betref, gebeur dieselfde 
soort ding. Geneeshere word, byvoorbeeld, dikwels versoek 
om vorms in te vul waarop hulle moet sertifiseer dat ‘n 
besondere pasiént siek was en nie in staat om te werk 
nie —sonder dat die geneesheer die pasiént ooit gesien 
het. Ook hierdie soort versoek is oneties en verwag ‘n 
onwettige daad. 

Aangesien vooruitbetaalde mediese versekering op die 
voorgrond getree het as ‘n moontlike oplossing vir die 
probleem van stygende mediese koste, is dit in die belang 
van ons almal om die grondslag van die hele saak suiwer, 
gesond, en solvent te hou. As ons dit nie doen nie, sal ons 
as geneeshere sowel as pasiénte daaronder ly. Dit is dus 
van die grootste belang dat ons moet saamstaan om hier- 
die dreigende euwel te beveg en uit te roei. In die eerste 
plaas is ons dit verskuldig aan onsself en aan die morele 
standaarde wat as ons rigsnoere geld. En verder is ons 
dit verskuldig aan ons eie ekonomiese sekuriteit in die 
toekoms. Die meeste van hierdie fondse en skemas is 
bedoel om ons te help as ons werklik in die moeilikheid 
is, en nie Om ons in staat te stel om wederregtelike gelde- 
like voordeel te trek op maniere wat bedenklik is nie. 

Die mediese professie en alle lede van die samelewing 
staan hier dus voor ‘’n gesamentlike verpligting. Laat ons 
dit op ‘n verantwoordelike manier aanpak en_benader. 


FORTHCOMING INTERNATIONAL MEDICAL CONFERENCES 


The 4th World Congress of Cardiology will be held in 
Mexico City on 7-13 October 1962. The official sessions 
of the Congress will be held in the Congress Building of 
the Medical Centre of the Medical Social Security Institute, 
which has been specially designed for meetings of this 
kind. The large auditorium accommodates 2,300 persons, 
and each seat is equipped with a set of earphones for 
simultaneous translation into 3 languages. The official 
languages of the Congress are Spanish, French and English, 
and all official documents will be published in these 3 
languages. 

During morning sessions, simultaneous meetings will be 
held for the presentation of individual contributions, and 
afternoon sessions will be devoted to large meetings for 


coordinated discussions. All individual contributions and 
their translations must be received by the Organizing Com- 
mittee before 3i August 1962. 

Members of the Congress who register during the period 
ending 31 December 1961 will enjoy priority in obtaining 
accommodation and places at official social events at Con- 
gress. Further information and application forms for 
membership are obtainable from the Secretary General, 
Dr. I Costero, Instituto N. de Cardiologia, Avenida 
Cauhtemoc 300, Mexico, 7, D.F. 

The Organizing Committee has made arrangements with 
Thomas Cook and Son Ltd. to assist members with trans- 
port, tickets and visas, and registration fees may be paid 
in the local currency at any branch office of that company. 
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SARCOMA BOTRYOIDES OF THE VAGINA 
A REPORT OF TWO CASES 


S. Cywes, M.B., Cu.B., M.Mep. (SuRG.) (Cape Town), and J. H. Louw, Cu.M. (Care Town), F.R.C.S. (ENG.) 


Department of Surgery, University of Cape Town and Red Cross War Memorial Childrens’ Hospital, Cape Town 


Sarcoma botryoides is a rare tumour, but nevertheless the 
most frequently seen malignant tumour of the uterus or 
vagina in children. The name ‘botryoid’, derived from 
Greek and meaning ‘a bunch of grapes’, vividly describes 
the characteristic polypoid oedematous masses which 
distend the vagina and project externally like a cluster of 
white grapes. Ober and Edgcomb”™ have provided the 
following comprehensive description of the condition: ‘A 
tumour that occurs predominantly in infants and children 
in almost any part of the urogenital apparatus, that grows 
in the form of a single complex polypoid mass, that is 
derived from mesenchymal cells, that may exhibit any or 
all of the transformations displayed by multipotent 
mesenchymal cells, and that is characterized by a tendency 
to recur locally following attempts at extirpation, to extend 
to adjacent pelvic viscera and somewhat less frequently to 
metastasize to distant organs’. 

Sarcoma botryoides was first described by Guersant”’ in 
1854. Pfannenstiel,’” in 1892, commented on the ‘grape- 
like’ appearance (traubige sarcom) and since then the term 
sarcoma botryoides has persisted. However, through the 
years the tumour has been given no less than 119 different 
names.’* Descriptive terms such as ‘rhabdomyosarcoma’, 
‘carcinosarcoma’, ‘myxoma enchondramatodes arborescens 
colli uteri’ and ‘mixed mesodermal tumour’ have been used, 
depending upon the predominant histological pattern. 
Many workers regard the tumour as an embryonal rhab- 
domyosarcoma, but McFarland** made a plea for the name 
‘dysontogenetic mixed tumour’. 

Although sarcoma botryoides is rare, the literature on 
the subject is large and includes excellent reviews of the 
histological and developmental features of the tumour,**** 
as well as detailed historical accounts of its behaviour and 
treatment.** In little girls the tumour occurs chiefly in the 
vagina, and despite its rarity must always be borne in 
mind in the differential diagnosis of any protuberant mass 
occurring in this region (benign lesions with tumefaction 
are even rarer). In small boys a similar type of tumour 
occurs in the bladder neck and prostatic urethra (‘sarcoma 
of the prostate’), With rare exceptions these tumours occur 
before the age of 5 years and about half the reported 
cases have been in children under the age of 2 years. 
Sarcoma botryoides has been reported in newborn in- 
fants,”’* and also in adolescents’ and adult women.’ It is 
of interest that the older the patient the higher in the 
genital tract is the site of origin of the tumour. 


VAGINAL SARCOMA BOTRYOIDES 
Clinical Features 
The condition commonly presents as a polypoid or 
fleshy mass in the vagina, or more classically projecting 
from the introitus. Recurrent episodes of vaginal bleeding 
usually occur, either spontaneously or from irritation by 


clothing. Urinary symptoms may be present, especially if 
the tumour is anteriorly situated. Dysuria and frequency 
are common complaints with or without intermittent 
haematuria. Tenesmus may be present where posterior 
extension occurs. A purulent vaginal discharge, as a result 
of tumour necrosis and infection, may be a presenting 
symptom. 

On examination, the typical grape-like polypoid tumour 
projecting from the vagina is usually easily recognized. 
However, some cases present with a more compact, fleshy 
mass, as was seen in our case 1. Except for enlargement of 
the vagina and uterus, detectable on rectal examination, 
the rest of the physical examination is usually negative. 
Cystoscopy and intravenous pyelography may be of value 
in determining whether the bladder is involved. 

The tumour is highly malignant, with a marked tendency 
to recur locally after excision and to invade adjacent 
organs. Involvement of the bladder or rectum may result 
in fistula formation. Ureteral obstruction will lead to 
hydronephrosis, uraemia and death. Distant blood-borne 
metastases are uncommon, but have been reported.”’** 
Lymphatic spread to the inguinal glands has also been 
reported.’ In children and infants the tumours very rarely 
metastasize, but in adults this is not so unusual. 

The diagnosis must be confirmed by biopsy of the 
tumour. Duncan and Fahmy’ stressed the extreme rarity of 
benign cervico-vaginal polypi in childhood, and suggested 
that any polypoid mass must be regarded as sarcoma 
botryoides until disproved. However, initial biopsy may be 
misleading. This was so in our case 1, and similar cases 
have been recorded in the literature.’ 


Pathology 

Characteristically there is great variation in the histolo- 
gical pattern. Almost any variant in cell size and shape 
may be found — round cells, stellate cells and spindle cells. 
There is also considerable variation in the density of the 
stroma, which may be loose and myxomatous or fairly 
dense and fibrous. Striated muscle cells are usually present, 
but may be few and unobtrusive. Other heterologous com- 
ponents, such as bone, cartilage or epithelial glands may 
be present. The basic constituent of the tumour is the 
neoplastic mesenchymal cell which has the ability to dif- 
ferentiate into any of these components. 
Histogenesis 

Most authorities have accepted McFarland’s"* suggestion 
that lesions classified as sarcoma botryoides, as well as 
the mixed tumours of the urogenital ridge, should be called 
‘dysontogenetic’ tumours. (The term ‘dysontogenesis’ was 
suggested by Schwalbe to describe malformations and 
tumours arising from errors of development.) Characteristi- 
cally the tumour starts in the subepithelial tissue of the 
vagina, lifting and heaping up the squamous epithelium 
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into oedematous fronds. This produces the typical grape- 
like appearance. 
Prognosis 

The prognosis is extremely grave. The literature con- 
tains reports of only a few patients who have survived 
without recurrence for 5 or more years. This poor prog- 
nosis may be ascribed to delay in diagnosis coupled with 
inadequate resection of the primary growth and over- 
reliance on radiation therapy. 

In all the cases that have terminated fatally the disease 
recurred within less than a year. It would appear, there- 
fore, that survival for 1 year without evidence of recur- 
rence after treatment may indicate a favourable outcome. 


Treatment 


The literature on the treatment of sarcoma botryoides 
has been reviewed in detail by Daniel, Koss and Brunsch- 
wig.” 

Between 1885 and 1909 several patients were treated by 
local excision, partial or total vaginectomy or total hyster- 
ectomy. Of these, only 1 patient survived 10 years, viz. 
a patient treated by Volkmann” in 1885 by local excision, 
and further excision of a recurrence 6 months later. 

Between 1909 and 1947 it was fashionable to treat the 
condition by local excision, with or without cauterization, 
and some form of radiotherapy. During this period only 
2 cures were reported. Reisach,** in 1927, treated a tumour 
in a 2-year-old infant by local excision followed by 2 
applications of radium. This patient was alive 13 years 
later. Déderlein,* in 1930, treated a similar growth in an 
infant by local excision and 2 applications of radium, 
with long-term survival. 

No cure has been reported after treatment with radio- 
therapy alone, and it is now generally agreed that these 
tumours are not radiosensitive. 

Since 1947 the treatment of choice has again become 
surgical with the emphasis on radical extirpation. 

In 1947 Ulfelder and Quan™ reported a case of sarcoma 
botryoides in an infant, treated by Wertheim hysterectomy 
with total vaginectomy. The child was alive and well after 
14 years. In the same year Shackman”’ treated a child of 
4 years by preliminary bilateral uretero-sigmoidostomy, 
followed at a second stage by wide resection of the vulva, 
vagina, uterus, bladder and a portion of the pubic ramus. 
This patient was alive and well 11 years after operation. 
Other long-term survivals following radical surgery have 
been reported by various authors, e.g. Richmond” (by total 
hysterectomy and partial vaginectomy); Gross*® (2 cases, 
one by total hysterectomy and vaginectomy, and the other 
by simultaneous ureterosigmoidostomy); Ober, Smith and 
Rouillard’* (2 patients treated by total hysterectomy and 
vaginectomy, at the ages of 7 days and 8 days respec- 
tively); and Daniel, Koss and Brunschwig* (2 patients, 
one aged 21 years treated by total pelvic exenteration and 
a wet colostomy, and the other, an infant of 6 months, 
treated by an anterior exenteration and ureterosigmoid- 
ostomy). 

These few successes represent only a very small fraction 
of all the hundreds of cases reported, and this dismal 
picture accounts for the attitude of hopelessness adopted 
by so many authors, e.g. Okmian and Livaditis,"° who 
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wrote in 1959: ‘Regardless of the treatment employed, 
this tumour almost uniformly progresses to a fatal ter- 
mination’. 

Practically all authorities now urge more and more 
radical surgery on the grounds that extensive surgery holds 
the only hope of cure. Okmian and Livaditis’* recom- 
mended that ‘radical resection of all pelvic organs, with 
diversion of the urinary and intestinal tracts, should be 
considered’, Ulfelder and Hendren* wrote: “We believe 
that an aggressive surgical attack on this tumour is the 
treatment of choice, and do not hesitate to remove the 
entire vagina, uterus and bladder if the primary lesion is 
of sufficient size or extent to justify such a radical 
approach. A child in whom insufficient radical surgery is 
performed with the hope of sparing these structures, will 
usually be dead within two years if tumour be left behind’. 
Swenson” recommended total pelvic exenteration, because 
in his hands preservation of the anal canal has been un- 
successful. 

In spite of these opinions and recommendations, there 
are only 2 cases reported in the literature where total 
pelvic exenteration has been performed. Sternberg, Clark 
and Smith” reported a case of an advanced sarcoma 
botryoides with involvement of the pelvic nodes, bladder 
and rectum, treated by total pelvic exenteration. This 
patient died of recurrence 7 months after operation. In 
1959, Daniel, Koss and Brunschwig* reported a case of a 
woman of 21 years, alive and well 5 years after total pelvic 
exenteration with a wet colostomy. 

In this paper we report 2 cases of sarcoma botryoides 
treated by radical surgery, one by total pelvic exenteration 
with urinary diversion, using a segment of sigmoid colon 
as a conduit, and the second by anterior pelvic exentera- 
tion, sigmoid colostomy and implantation of the ureters 
into the rectal stump. 


CASE 1 


A White girl, R.D., aged 2 years 7 months, was admitted to 
the Red Cross War Memorial Children’s Hospital on 2 
February 1961. 

Three months before admission, the mother had _ noticed 
a small pinkish ‘growth’ around the urethral orifice, which 
protruded from the vagina. During this time the child had 
repeated episodes of dysuria, frequency, and intermittent, 
yellow vaginal discharge which stained her underclothes. No 
vaginal or urethral bleeding was noted. 

The child was referred to a gynaecologist because of a 
suspected urethral caruncle. Cystoscopy proved negative. A 
biopsy of the tumour showed no obvious malignancy, but a 
second biopsy contained tissue indistinguishable from sarcoma 
botryoides. The patient was then referred to us. 

Clinical examination on admission revealed a child in good 
general condition. Examination of the cardiovascular, respira- 
tory and central nervous systems proved negative, and there 
was no significant lymphadenopathy. A mass could be felt in 
the hypogastrium extending into the pelvis. A small, lobulated, 
pink, fleshy tumour protruded from the vagina when the 
labia were separated. On rectal examination, a large mass could 
be felt extending towards the left and adherent to the anterior 
rectal wall. 


Laboratory Investigations 

Haemoglobin 12 G. per 100 ml.; WBCs 6,000 per c.mm.; 
urinalysis — no protein, pus cells 10-12 per high-power field, 
RBCs 3-4 per high-power field; blood urea 28 mg. per 100 
ml.; serum electrolytes within normal limits. 
Radiological Investigation 

The chest was normal. An intravenous pyelogram showed 
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lateral displacement of the 
lower third of the ureters and 
indentation of the bladder wall. 

Biopsy of the vaginal tumour 
(27 January) revealed the pre- 
sence of myxomatous tissue, 
angiomatous tissue and striped- 
muscle fibres. The histological 
pattern was that of a myxo- 
rhabdomyosarcoma or sarcoma 
botryoides. 


Treatment 

In view of the degree of 
malignancy of the tumour and 
the extent of local involvement 
in this case, a total pelvic exen- 
teration was performed. The 
urethra and bladder, vulva, 
vagina and uterus, and anus and 
rectum were excised en bloc by 
an abdomino-perineal approach. 
The ovaries were conserved. 
The ureters were implafted into 
the terminal segment of sig- 
moid colon which was isolated 
on its mesentery and used as 
a conduit. This was brought 
out on the right side of the 
abdominal wall. The end of the 
proximal sigmoid colon was 
brought out as a permanent 
colostomy on the left side of 
the abdominal wall (Fig. 1). 

Nitrogen mustard was given 
intravenously during the opera- 
Fig. 1. Note the colostomy tion and for the following 3 

and the urinary conduit days. Radiotherapy was not 

— case | given because of the risk of 
destroying the ovaries. 

Seven days after the opera- 
tion the child developed intesti- 
nal obstruction because of a 
knuckle of small bowel which 
had become kinked at the colos- 
tomy site. Thereafter, the post- 
operative course was unevent- 
ful and a special belt with 2 
collecting bags was fitted to the 
child (Fig. 2) to prevent soiling. 
In the early postoperative 
period there was a slight rise 
of the serum chlorides to 103 
m.Eq/I., and she was therefore 
given sodium bicarbonate by 
mouth. 


Pathological Report 

‘The specimen (Fig. 3) con- 
sists of: 
Uterus, vagina, bladder 

and rectum removed in one 

piece. The vaginal wall is thickened and glistening, with 
grape-like clusters projecting into the vaginal cavity. The 
uterine wall is also thickened and glistening, but there are no 
projections into the lumen. Projecting from the posterior wall 
of the vagina, in the region of the fornix, there is a mass 
of glistening tissue 4-5 cm. & 2-5 cm. X 3 cm., which is 
filling the recto-vaginal fossa. 

2) Lymph node with some fat attached, about 0-5 cm. in 
diameter. Shows no obvious abnormality on naked-eye exami- 
nation.” (This was an obturator gland.) 


Fig. 2. The belt and disposable 
plastic bags in position 
case |. 


Histology 


‘Histology shows a rhabdomyosarcoma involving vagina and 
uterus with a bridge into the recto-vaginal fossa, which does 
not appear to have penetrated the peritoneum. The bladder 
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Fig. 3. The anus, rectum, vulva, vagina, uterus, urethra, and bladder 
in one piece. The tumour projects into the vagina. Infiltration of the 
uterus and extension of the tumour into the recto-vaginal fossa are 
clearly shown — case 


wall does not appear to be involved, but the tumour extends 
very close to the urethral mucosa in sections taken. The 


rectum does not appear to be 
infiltrated. The lymph node 
“bee shows no evidence of tumour 
involvement.’ 
Progress 
She was discharged from 
hospital 4 weeks after admis- 
| sion (Fig. 4). She returned 6 
months later for a follow-up, 
~ and was found to be in perfect 
health with no evidence of re- 
currence. Electrolyte and urin- 
ary investigations were all with- 
in normal limits. An X-ray of 
the chest proved normal. An 
intravenous pyelogram showed 
both kidneys to be functioning 
well, with no significant ureteric 
dilatation (Fig. 5). The skin 
around the sigmoid bladder was 
in perfect condition with no 
excoriation (Fig. 6). Eight 
months after the operation she 
was still in excellent health, 
well adjusted and happy. 
CASE 2 
S.-A. V.. a Coloured girl aged 
2 years 6 months, was admitted 
to the Red Cross War Memorial 
— Hospital on 12 April 
961. 

In June 1960 the patient was 
admitted to the gynaecological 
department of another hospital 
with a diagnosis of sarcoma 
Fig. 4. R.D. on discharge botryoides: of the vagina. An 

— case 1. excision biopsy was performed 
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Fig. 5. Intravenous pyelogram in case 1, 6 months after operation, 
shows good function of both kidneys with no significant ureteric dila- 
tation 


Fig. 7. The typical lobulated grape-like tumour can be seen projecting 
from the vagina case 2. 
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Fig. 6. The perineai and abdominal scars 6 months after operation 
Note that the skin around the sigmoid bladder shows no evidence of 
excoriation — case | 


and the diagnosis confirmed histologically. The patient was 
discharged without further therapy. 

Two months later the mother noticed a recurrence of the 
tumour, which now protruded from the vagina, with inter- 
mittent vaginal bleeding. The child complained of pain on 
micturition, and the urine on occasion appeared to be blood- 
stained. 

Clinical examination on admission showed that the child 
was in good general condition. Examination of the respiratory, 
cardiovascular and central nervous systems proved negative, 
and there was no significant lymphadenopathy. No abnormal 
masses could be felt on abdominal palpation. A typical lobula- 
ted grape-like tumour projected from the vagina (Fig. 7). The 
growth appeared to involve the anterior vaginal wall. On 
rectal examination no pelvic extension or rectal infiltration 
could be detected. 

Laboratory Investigations 

Urinalysis was negative, except for 3-4 pus cells per high- 
power field; haemoglobin 10-5 G. per 100 ml.; WBCs 11,550 
per c.mm.; blood urea 19-3 mg. per 100 ml.; electrolytes 
normal. 

Radiological Investigation 
Radiological investigation of the chest was normal. 
An intravenous pyelogram (Fig. 8) showed involvement of 


the left side of the bladder with dilatation of the left ureter, 
suggesting infiltration or external pressure. 
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Fig. 8. Intravenous pyelogram shows involvement of the bladder with 
dilatation of the left ureter — case 2. 


Treatment 

A laparotomy was performed through a lower midline 
incision. The growth was found to involve the anterior vaginal 
wall and to infiltrate the posterior bladder wall. No other 
evidence of extension could be found. An anterior pelvic 
exenteration was performed, removing en bloc the uterus, 
vagina and vulva, and the bladder and urethra, by an 
abdomino-perineal approach. Both ovaries were spared. The 
rectum was divided at the pelvic peritoneal reflection and the 
distal end closed in 2 layers. Both ureters were then im- 
planted into the rectum, thus producing a rectal bladder. The 
proximal sigmoid colon was brought out as a permanent 
terminal colostomy in the left iliac fossa (Fig. 9). 

Nitrogen mustard was given intravenously during the opera- 
tion and for the following 3 days. 

The postoperative course was uneventful and the child made 
an excellent recovery. She was ambulant from the 7th post- 
operative day and was placed on a chamber every hour to 
pass urine. Follow-up electrolytes showed only a slight rise 
in the serum chloride to 104 m.Eq/I. 

She was discharged on the 16th postoperative day with the 
colostomy functioning well into a disposable colostomy bag 
(Figs. 10* and 11). Although not completely continent of urine, 
she asked for the chamber to urinate and passed up to 130 
ml. of urine at a time. 


Pathological Report 


‘The specimen consists of: 
‘(1) The vulva, vagina, uterus, bladder and urethra in one 
“See p. 916 


Fig 
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Fig. 9. Terminal left iliac colostomy — case 2. 


1]. Patient on discharge 


from hospital - 


Case «. 


piece (Fig. 12). The bladder 
wall is thickened and oede- 
matous; extending into the 
bladder and involving the 
urethra is a white polypoid 
mass. This appears to extend 
through, and there are poly- 
poid grape-like structures main- 
ly in the anterior wall of the 
vagina in its lower third. The 
body of the uterus appears to 
be free of tumour. 

(2) Lymph node measuring 
about 0-3 cm. in diameter.’ 
Histology 

‘Histology shows: 

There is a_ sarcoma 
botryoides of the vagina in its 
anterior wall and this is also 
present in the wall of the 
bladder. The uterus and pos- 
terior portion of vagina appear 
to be free of tumour. 

(2) Lymph node in which 
there is no evidence of infil- 
tration.” 

Progress 

A progress report from the 
patient’s family doctor on 20 
July (3 months after operation) 
stated that she was very well, 
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Fig. 10. Belt and disposable colostomy bag in position — case 2. 


Fig. 12. The bladder, urethra, vulva. vagina and uterus en bloc. Poly- 
poid grape-like structures are seen in the anterior wall of the vagina. 
The tumour extends into the bladder and involves the urethra. The 
uterus is not infiltrated case 2 


continent of urine, and showed no signs of recurrence. Six 
months after the operation she was still in excellent health, 
well adjusted and happy. 


COMMENT 


The radical treatment employed in these 2 little girls may 
be criticized by some on the grounds that such ‘mutilation’ 
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is not justifiable. To such critics Daniel, Koss and 
Brunschwig’ have retaliated by stating: ‘It is unfortunate 
that advice proffered to parents of children with these 
tumours may be from physicians who are not aware that 
this can be a curable disease or from those who believe it 
“better to be dead than alive with some organs missing” ’. 

In his book “The Surgeon and the Child’, Willis Potts’ 
devoted a whole chapter to the problem of the treatment 
of the deformed child. His wise observations are equally 
applicable to the problem of pelvic exenteration for sar- 
coma botryoides and are therefore freely quoted in the 
following paragraphs. 

The late Cardinal Samuel Stritch stated that ‘one may, 
but need not, use extraordinary means to preserve life’. 
The problem is to distinguish what is extraordinary and 
what is ordinary, and an infallible answer to the question 
of performing or withholding a ‘mutilating’ operation is 
not always available. Suffice it to say that in the case 
of sarcoma botryoides the ‘ordinary’ methods of treatment 
have proved a hopeless failure. In the circumstances is 
it reasonable to regard pelvic exenteration as ‘extra- 
ordinary’? If not so, is it justifiable to withhold such 
treatment? 

It is well to remember that life is the most precious 
thing in the world. It might be argued that life is not 
worth while when burdened with deformities that make 
social seclusion necessary and marital love impossible. On 
the other hand it may be; and, besides, is the child without 
pelvic viscera indeed a social menace and a_ hopeless 
creature? 

Hundreds of children born with deformities of the anus 
have in the past grown up with colostomies without 
suffering any physical or psychological ill effects. Thus far 
no complications have followed the urinary diversion in 
either of our patients and experience with children suffer- 
ing from ectopia vesicae has proved that a child with 
an artificial bladder can grow up normally. Neither of our 
patients has as yet suffered any serious psychological 
setback, and provided the hearts of these little children 
are sunned by love, security and understanding, they are 
perfectly capable of overcoming the physical insult in- 
flicted upon them. The absence of a vagina may prove an 
obstacle, but with modern plastic surgery this is not insur- 
mountable. Moreover, even those who advocate conser- 
vative surgery must sacrifice the vagina, or offer the 
terrible alternative of a slow and painful death from local 
recurrence, infiltration of the bladder with urinary reten- 
tion, and rectal invasion with haemorrhage, ulceration and 
intestinal obstruction. 

Finally, what about the parents? It is difficult to 
measure devotion or to sound the depths of love for a 
living thing. Those who have been fortunate enough to 
have been spared the tragedy of a seriously deformed 
child are incapable of guiding or advising the unfortunate. 
We believe that the surgeon must honour the parents’ 
choice; if that is in favour of operation, everything 
possible must be done to save the unfortunate child. Our 
duty as doctors is crystal-clear — to preserve life and make 
it as tolerable as possible. 
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SUMMARY 


Sarcoma botryoides, a rare tumour, but the most com- 
monly seen malignant tumour of the uterus and vagina in 
children, is discussed. Its grave prognosis is stressed. 


The case histories of two patients, treated recently at 
the Red Cross War Memorial Children’s Hospital, Ronde- 
bosch, are given. 


A girl, aged 2 years 7 months, was treated by total 
pelvic exenteration with urinary diversion, the ovaries 
being spared. The other patient, a girl aged 2 years 6 
months, was treated by anterior pelvic exenteration, sig- 
moid colostomy and implantation of the ureters into the 
rectal stump. The ovaries were also spared. 


The moral and ethical considerations in ‘mutilating’ 
operations of this nature are discussed. 


We wish to thank Dr. J. F. W. Mostert, Medical Super- 
intendent of the Red Cross War Memorial Children’s Hospital, 
for permission to use the case records. We are greatly indebted 
to Dr. D. McKenzie, Senior Pathologist, and his staff for the 
morbid anatomical and histological data. We would also like 
to thank all other colleagues on the staff of the hospital for 
their cooperation and assistance. 
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A POSTMORTEM EXAMINATION* OF THE SOUTH AFRICAN HEALTH-CENTRE 
SERVICE EXPERIMENT 


THE INSTITUTE OF FAMILY AND COMMUNITY HEALTH, DURBAN ** (1940 - 1960) 


LANGFORD L. M. LetLHaku,t Health Educator, Makerere College (Department of Preventive Medicine) and 
Buganda Government Health Centre, Kampala, Uganda, East Africa 


The purpose of this paper is to describe the progress made 
in 20 years by the Union Public Health Department 
towards the development in South Africa of a Training 
Institute for Health Personnel. The main emphasis in this 
paper will be the development of health education, which 
has attracted attention and comment from leading medical 
men in many countries. 


The Polela Health Unit, in South Natal, is reputed to 
be the first to be established. Kark* said of it ‘established 
in April, 1940, it is the oldest section of the Institute’. 
Gale,’ quoting the National Health Services Commission 
Report, stated: “The Health Centre is the practical expres- 
sion of two of the most important, and universally 
accepted, conclusions of modern medical thinkers. The 
first is that the day of individual isolationism in medical 
practice is past and that medical practitioners and their 
auxiliaries can make their most effective contribution to 


* A footnote in a recent issue of this Journal indicated that 
the Institute of Family and Community Health closed down in 
January 1961. 

**The Institute was under Prof. S. L. Kark, M.D., Department 
of Social, Preventive and Family Medicine, Medical School, 
University of Natal, Durban. The Division of Health Educa- 
tion was organized by Mr. G. W. Steuart, M.A., M.Ed. (S.A.), 
M.P.H. (Yale), Ph.D., Senior Lecturer in Health Education, 
University of Natal Medical School. Both now WHO visiting 
professors to the Hebrew University - Hadassah Medical School, 
Jerusalem, Israel. 

+ Formerly Head, Evaluation Section, Division of Health 
eaaien, Institute of Family and Community Health, 

urban. 


the needs of the people through group or team practice. 
The second is that the primary aim of medical practice 
should be the promotion and preservation of health’, 

It appears therefore that the Health Centre Service 
was given a ‘kick off’ by the recommendations of that 
Commission’s Report. However, taking a look at pre- 
Commission days, we find the element of this scheme in 
the maiden speech of Dr. H. Gluckman* in the Union 
Parliament on 15 August 1938. He said, inter alia: “There 
is a great need in this country for a “national campaign for 
health education”. We have built up over a period of 
years, and at great expense to the state, an excellently 
equipped and well-organized public health service. Unfor- 
tunately the people for whom these services are intended 
are in many cases unaware of their existence and unaware 
of their scope. It is necessary that we should educate the 
public not only with regard to their ignorance, careless- 
ness and indifference about health matters, but they must 
be told also about the existence of these public health 
services and their scope and extent. It is a crying shame 
and an indictment of our modern era that we should be 
spending vast sums on armaments for the destruction of 
mankind, money which could so well be used in fighting 
disease, prolonging life and sweetening old age . . . I urge 
honourable members to take an active interest in this 
health-education campaign .. . In fact, Sir, I would con- 


sider it of such national importance that I would respect- 
fully suggest that this national crusade of Health Education 
be inaugurated by the Honourable Prime Minister . . .’ 
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This, then, was to become part of the terms of reference 
for the National Health Services Commission, 1942 - 1944. 


HEALTH-CENTRE IDEAL 


However, by some administrative device it was possible 
to start a pilot health centre at Polela by 1940, and the 
first people at this pilot scheme were Dr. Sidney Kark 
and his wife Dr. Emily Kark. There were 2 other health 
units of this type, one in the Transvaal, at Bushbuckridge, 
and another in the Transkei, at Umtata. 

Great progress was made at Polela with the training 
of health assistants and postgraduate training of doctors 
and nurses in the ‘techniques and practice of health- 
centre service’. It had been policy then to let every new 
appointee in this service go to a pilot health centre like 
Polela to acquaint himself with the running of health 
centres and often to ‘unlearn some of the stereotyped 
concepts’ gathered as a result of earlier training. 

Doctors and nurses spent a shorter time at these centres 
and were then posted to other centres to take charge of 
them and develop them according to the needs of the 
areas in which they were situated. 

It was not until 1942 that Parliament decided to appoint 
a Commission’ to inquire into, report and advise upon: 

‘1. The provision of an organized National Health 
Service in conformity with the modern conception of 
“health”, which will ensure adequate medical. dental. 
nursing and hospital services for all sections of the people 
of the Union of South Africa. 

‘2. Administrative, legislative and financial measures 
which would be necessary in order to provide the Union 
of South Africa with such a National Health Service’. 

Under this followed many items which the Commission 
had to investigate, especially such items as the training of 
medical students, nurses, public health and sanitary offi- 
cers, and other personnel necessary for the public health 
service. Health education of the public was specifically 
mentioned as an item by itself. The task set for this 
commission was in many respects similar to that set for 
the Commissions appointed by Britain and Southern 
Rhodesia in the early and middle 1940s. 

This would go to show that South Africa was not 
thinking in isolation in this particular regard. It was not 
possible to implement most of the recommendations of the 
Commission, but the health-centre service was implemented 
as a first instalment of these recommendations. This first 
‘instalment’ was to consist of some 400 health centres all 
over the country: where possible, one in each magisterial 
district. About 44 health centres* were finally established 
in the whole country. 

Among the memoranda submitted to the Commission 
from numerous individuals, agencies and institutions, one 
of the most significant was that of the South African 
Health Officials’ Association,” who summarized their 
memorandum in more or less these words: 

1. There was no particular body responsible for the 
coordination and correlation of the many diverse bodies 
engaged in the administration of Health Services. 

2. Health legislation makes provision for enforcement 
of adequate health services, but on the whole important 
services are not performed. 
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3. Public Health and Social Welfare are separate 
bodies; this results in overlapping which is responsible 
for much wasted effort 

4. It is of fundamental importance that entire responsi- 
bility be vested in the Department of Health. This Depart- 
ment could delegate its activities, but not its responsibility 
to other bodies. 

The final report bore these intimations in mind. 

The average health centre was made up of a team con- 
sisting of doctors (one of whom would be in charge), 
nurses, medical aids (from Fort Hare University College) 
and health assistants. These health assistants were later 
trained as health educators, who were required to have 
a much higher academic qualification. 


TRAINING OF HEALTH EDUCATORS 


By 1940 some form of training was being given in health 
education at Polela, but it was not until 1946 that more 
systematic courses were developed, and it was only in 1949 
that a detailed course in health education, lasting 3 years, 
was undertaken. 

The Institute headquarters had then been moved from 
Polela to Springfield, Durban (1948), and finally trans- 
ferred from Springfield to Clairwood (Mobeni) in early 
1949. 

Syllabus 

The syllabus” for health education consisted of 2 parts: 

1. Basic studies: including sociology and_ psychology. 
education, human biology and health, diet and health, non- 
communicable diseases, communicable diseases, society 
culture and health, and elementary statistics. 

2. Professional: (a) history of philosophy, ideas, objec- 
tives. methods and achievements of medicine and public 
health: (b) health education — objectives, methods and 
evaluation ; health education in school and industry ; and 
principles of planning. 

In terms of years the course was arranged as follows: 

Ist year: Diet and health, housing and sanitation I, 
physiology and psychology I. and control of communicable 
disease. 

2nd year: Physiology and psychology II, family and 
community health I, and health education I. 

3rd year: Family and community health II, and health 
education IT. 

Block periods for practical work were arranged during 
training. Trainees carried out projects in different areas. 
both rural and urban. 

The training of health educators came to an end in 
1954, at which time the Government decided not to pro- 
ceed with training any further. However, for the health 
educators who remained at the Institute of Family and 
Community Health, a further in-service training was given. 

This further training lifted the health educator from 
the rut of a mere ‘assistant’ in a team of health workers 
consisting of doctors, nurses, medical aid, and health 
assistant in 1940, to that of an independent professional 
person able to plan, develop, educate, and evaluate his 
own work in 1960. 


The health educator's potentialities have therefore enor- 
mously increased, and he can now contribute to the 
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development of community health and welfare services on 
an equal footing with his team colleagues. The health 
educator has been trained to carry out any community 
projects and fits well into hospital health education. He 
has proved immensely successful when placed with 
industrial concerns and voluntary social and welfare ser- 
vices, and may be successfully used in private practice. 


GENERAL COMMENT 


In 1956, the Institute of Family and Community Health 
was transferred from the Central Government to the Natal 
Provincial Administration, and for the last 5 years of its 
life was associated with the University of Natal Medical 
School under the Head of the Department of Social, Pre- 
ventive and Family Medicine. In this association the 
Institute used its communities as a ‘laboratory’ for the 
teaching of medical students. 


In a report of a conference on preventive medicine in 
medical schools,° which included representatives of 73 
medical schools of Canada and the USA, the following 
comment appears: “The use of the community as a labora- 
tory for teaching was explored by several committees. It 
was generally agreed that it was hard, if not impossible, 
for a student to appreciate the social and environmental 
aspects of medical care when his learning experiences are 
confined within the walls of the medical school and 
hospital’. 

I refer to this because the health educator was, on the 
whole, the key person in arranging field visits of students 
to families, informal groups and mass groups. He acted as 
field tutor to the student and was responsible for follow- 
ups. 

While it lasted, the Institute observed to the letter the 
multiracial nature of the country and, in keeping with 
Government policy, placed health educators and other 
medical and health personnel to work among their own 
racial groups, the better to implement the concept of 
allowing these groups to develop on their own lines. 

It is therefore not readily clear why this R500,000 
(£250,000) Institute, on 35 acres of land, staffed by some 
of the country’s distinguished medical men, should finally 
have come to such a tragic end after 20 years of meri- 
torious humanitarian service in a country which needs this 
service more than ever before. 

Press reports of the middle and late 1940s seem to indi- 
cate that the health-centre programme could provide some 
of the answers to the problems of public health in South 
Africa. Commenting on the criticisms levelled against Prof. 
J. A. Ryle’s observation of South African health services, 
the Public Information Committee, Natal Coastal Branch 
(M.A.S A.) stated, inter alia: ‘surely the most important, 
the best and in the long run the cheapest, form of medicine 
is preventive. We feel that, unless Professor Ryle’s con- 
Structive criticism is taken to heart and acted on, we will 
make the old mistake of cutting the top off the tooth of 
disease instead of pulling it up by the roots’.’ 
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Most of the more scientific researches in social, preven- 
tive and family medicine were carried out in Natal with a 
very heavy load of personnel. If the services and personnel 
had been equitably distributed throughout the country, 
the result would not have been this premature death of 
the Health-centre Service, but the fruition of the ideal 
behind the suggestions made by the Public Information 
Committee above.’ 


However, with the final closing down of the Institute 
in January 1961, the health educators found themselves 
faced with the threat of unemployment. The hospitals to 
which they had been transferred could not absorb them 
all, since the hospitals’ scope is confined to curative 
services. 


Thousands of pounds had been spent in the training of 
these personnel by the Central Government, and it would 
be a waste of manpower if other hospitals did not make 
a bid to have a health educator each, instead of leaving 
such highly trained people to spend most of their time as 
interpreters, clerks and such other miscellaneous occupa- 
tions. Industry and social welfare agencies would never 
regret attracting these men and women to their employ. 


Other aspects of changes brought about by this Institute 
in the communities served have already been dealt with by 
other writers.°** At one stage it was demonstrated that 
the work of the health centre had reduced infant mortality 
from 1 in 4 to 1 in 20 at Polela. 


SUMMARY 


A unique Institution which devoted itself to social, preven- 
tive and family medicine has had a tragic end, after 20 
years of service to the public. It was the first to train the 
front-line workers in public health, namely, health educa- 
tors. These were the link between the health service and 
the public. 


It had received world recognition for its contribution to 
the training of medical students in public health and in 
other spheres. In the hospitals which were closely asso- 
ciated with it there are a number of health educators who 
are not properly absorbed. 
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ILEUM USED FOR THE CONSTRUCTION OF A FUNCTIONING URETHRA 


JAMES JORDAAN, M.CH., Johannesburg 


CASE REPORT 


Mrs. G., a stout White female, aged 61, was first seen on 4 
April 1961. Her history was as follows: 

In February 1955 she noticed blood on her underwear. She 
consulted a urologist who diagnosed papillomata of her 
urethra. In March 1955 the urethra was excised, and she was 
also given deep-X-ray therapy. After the excision of the 
urethra she was incontinent. Three attempts were made by the 
use of Millin sling procedures to rectify this, but without 
success. 

In addition, apart from the incontinence, she developed a 
stricture of the new outlet of the bladder into the vagina. 
Repeated dilatations of this stricture caused severe bleeding 
each time. 

Local examination showed the absence of the urethra. There 
was a narrow opening into the bladder from the vagina. The 
experimental work of Khalil Torbey’ showed that, in dogs, 
replacement of the proximal urethra with ileum resulted in 
continence. Furthermore, Prof. Alfonso de la Péna’ replaced 
the proximal portion of the urethra in a man who had a 
severe stricture of the urethra as a result of a fractured pelvis. 
His patient was also continent. 

Based on the foregoing procedures, reconstruction of the 
urethra, using a segment of ileum, was advised in this case. 
This was done on 12 April. The following method was 
employed: 

A 6-inch segment of ileum, about 6 inches from the ileo- 
caecal junction, was isolated, but its attachment to the mesen- 
tery was left undisturbed. The continuity of the bowel was 
re-established with an end-to-end anastomosis. 

The apex of the bladder was freed and the hole into the 
vagina closed. An incision about an inch long was made in 
the apex of the bladder, slightly anterior to the closed orifice. 
The proximal end of the ileum was anastomosed to this. A 
subcutaneous tunnel opening below the clitoris was made and 


the distal end of the bowel segment pulled through and 
stitched loosely at the external opening. 

A suprapubic catheter was inserted into the bladder and the 
wound closed. Suprapubic drainage was continued for 10 
days; then the suprapubic catheter was clamped. Natural 
micturition followed, and 2 days later the catheter was 
removed. There was no leakage and the wound closed prompt- 
ly. The patient has since been perfectly continent. 

During her postoperative period there was severe ileus. This 
was treated on conventional lines and finally subsided. 

She is continent, but if she feels that her bladder is full 
she has to pass urine fairly quickly. Also, she cannot cut 
off the urine stream while voiding. 


DISCUSSION 


The interest in this case lies in the fact that the patient now 
has a normal bladder, the outlet of which is simply a muscular 
tube (the ileal segment). There is no sphincteric mechanism 
present, yet the patient is continent. 

This is confirmation of several aspects of urination and con- 
tinence. Firstly, that involuntary or passive continence does 
not depend on the sphincters. They are merely used in cutting 
off the urine stream in voluntarily controlling micturition. 
Secondly, normal passive continence is entirely the result of 
the tone of the muscular tube (the urethra or ileal segment). 


SUMMARY 


A case has been reported where the urethra had been excised 
for papillomata and in which a new urethra has been con- 
structed using a segment of ileum. In spite of the absence of 
sphincters the patient is continent. 
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TAALRUBRIEK 


Die Taalkomitee van die Geneeskundige Skool van die 
Universiteit Stellenbosch stel voor om te gebruik : 

1. Eng. hernia: Afr. breuk en/of hernia (meervoud: 
hernias). Ndl. woordeboeke gee ook ‘n vorm hernie, 
maar die Woordeboek van die Afrikaanse Taal gee 
dit nie, net hernia, en die vorm hernie skyn nog nie 
bekend te wees in Afr. nie. Deur die vorm hernia te 


behou, word ook die verband met bv. herniasie 
duidelik(er) gehou. 
In verbindingsvorme is daar dikwels ‘n o, bv. 


herniologie, hernioplastie, herniotomié. 


tv 


Eng. joint: Afr. gebruik verskillende woorde. (a) Ge- 
wrig, naamlik in elke verband waarin ons artikulasie 
sou (kon) gebruik, d.w.s. vir aansluitings tussen been 
en been, been en kraakbeen, en tussen kraakbeen en 
kraakbeen. (+) Vir ander betekenisse word onder 
meer aanhegting, aansluiting, las ens. gebruik. 


3. Eng. plaque: Afr. plaket (mv. plakette). Dit lé voor 
die hand om plaat te gebruik, maar dié woord het 
te veel betekenisse: tande(e)plaat, sinkplaat, asbes- 
plaat ens. 

4. Eng. clearance: Daar is reeds twee woorde hiervoor 
in gebruik, naamlik onthloting en opruiming. Daar 
is bedenkinge teen altwee: onthloting word meesal 


gebruik vir sigbare blootlegging, en opruiming is 
swaar gekondisioneer deur die gedagte aan ,aan-die- 


kant-making, veral na ete of boubedrywighede’. 
Daarom gee die komitee ‘n derde woord ter oorwe- 
ging, nl. afsuiwering. Die tyd sal dan maar moet leer 
watter van die drie gaan wen. 


a” 


Eng. splint: Afr. spalk —‘n gelukkige woord, omdat 
dit én as naamwoord en as werkwoord gebruik word. 


6. Eng. cycline en mycine: Afr. siklien (bv. in fetra- 
siklien) en misien (bv. in streptomisien). 

7. Eng. strap: Afr. gord skyn in die meeste gevalle 
goed te pas, met daarnaas sekere spesifieke gebruike 
van 0.a. die woorde pleister en verband. 


8. Eng. cusp: Afr. kusp (net soos Ndl.), wat dan ook 
die verband met bv. bikuspidaal helder hou. 


9. Eng. hile ducts: Afr. galbuise. 

10. Eng. biliary tract: Afr. galweé vir die hele afleiding- 
stelsel van gal van die canaliculi in die lewer af — 
die galblaas inbegrepe — tot by die uitskeiding daar- 
van in die spysverteringskanaal. 

11. Eng. retractor: Afr. (1) sperhaak, en (2) wondhaak. 
Eng. self-retaining retractor: Afr. retensie-sperhaak. 


12. Eng. topical: Afr. plaaslik, naamlik in die betekenisse 
(a) gelokaliseer en (b) op die oppervlak aangewend. 


13. Eng. lacunar skull: Afr. lakunére skedel. 
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OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING 


MEDICAL AID SOCIETIES 


The following new medical aid societies were approved by 
the Federal Council of the Medical Association at its meeting 
held at Cape Town on 21-23 September 1961. The approval 
takes effect from 1 November 1961: 

1. African Coasters Medical Aid Society, P.O. Box 2161, 


Durban. 

2. David Brown Employees Medical Aid Society, P.O. Box 
540, Benoni. 

3. Nasionale Pers Beperk Siekebystandsfonds (Kantoor- 


personeel), P.O. Box 2271, Cape Town. 
4. Randfontein Municipal Employees Medical Aid Society, 
P.O. Box 218, Randfontein. : 
A complete list of the approved medical aid societies will 
be published in the following issue of the — 
M. Marchand 
28 Plaza Buildings pe iate Secretary 
Pretoria 
20 October 1961 


PASSING EVENTS : 


Dr. M. M. Posel, consultant physician, of Johannesburg. has 
returned from a visit to various clinics in London, New York, 
Boston and San Francisco. 
* 
Johnson and Johnson Awards for Postgraduate Clinical Study 
in South Africa. The Selection Committee has made awards 
to Dr. B. Bell of Standerton and Dr. A. Church of 
Meyerton. The value of each Award is R600, and it is tenable 
for a period of 2 months at any South African medical school. 


Smith, Kline and French ile ala Award for Postgraduate 
Clinical Study in South Africa. Dr. John Knobel of Dewets- 
dorp, OFS, has received this Award for 1961. It is tenable 
for 2 months and has a value of R600. Dr. Knobel has elected 
to do his course of postgraduate study at the University of 
Pretoria medical school. 

* * * 
South African Paediatric Association (M.A.S.A.), Cape Town 
Sub-Group. The next meeting of this Sub-group will be held 
on Tuesday 7 November in the Lecture Theatre, Red Cross 
War Memorial Children’s Hospital, Rondebosch, at 8.15 p.m. 
Dr. David McKenzie, senior pathologist at Red Cross War 
Memorial Children’s Hospital. will speak on ‘Paediatric patho- 
logy: something old, something new’. All those who are 
interested are invited to attend this meeting. 


Dr. and Mrs. H. Walton (Dr. S. Wolff) have returned from 
a year’s study visit to New York. Dr. Walton was a Research 
Fellow in the College of Physicians and Surgeons, Columbia 
University, and worked mainly at the Psychiatric Institute; he 
participated in research into social adjustment of the aged. 
and an epidemiological evaluation of community care of 
schizophrenic patients. 

Dr. Wolff did a research investigation into behaviour patterns 
of schizophrenic children with Prof. Stella Chess at New York 
Medical College. and was a Fellow in Child Psychiatry at the 
Jewish Hospital of Brooklyn. 


NEW PREPARATIONS AND APPLIANCES : 


BAYRENA 


Farbenfabriken Bayer AC, world-known for their discovery of 
the first sulphonamide, Prontosil, in 1932, have now introduced 
Bayrena, the latest advancement in long-acting sulphonamides, 
and supply the following information: 

Bayrena is 2-sulphanilamido-5 methoxypyrimidine. It is 


Superior in its bacteriostatic effect owing to high concen- 
trations of free active sulphonamide in serum, 


tissues, urine 


MEDIESE HULPVERENIGINGS 


Op sy vergadering van 21-23 September 1961 te Kaapstad 
gehou, het die Federale Raad van die Mediese Vereniging 
die onderstaande nuwe mediese hulpverenigings goedgekeur. 
Die goedkeuring tree van 1 November 1961 af in werking: 
1. African Coasters Medical Aid Society, Posbus 2161, 
Durban. 
2. David Brown Employees Medical Aid Society, Posbus 
540, Benoni. 
3. Nasionale Pers Beperk Siekebystandsfonds 
personeel), Posbus 2271, Kaapstad. 
4. Randfontein Municipal Employees Medical Aid Society, 
Posbus 218, Randfontein. 
*‘n Volledige lys van goedgekeurde mediese hulpverenigings 
sal in die volgende uitgawe van die Tydskrif verskyn. 
L. M. Marchand 
Medesekretaris 


(Kantoor- 


Plaza-gebou 28 
Pretoria 
20 Oktcber 1961 


IN DIE VERBYGAAN 


South African Geriatric Society (M.A.S.A.), Report of Meeting. 
The first Biennial General Meeting of the Society was held 
on 29 September 1961 in Cape Town during the recent Medical 
Congress. Dr. J. H. — of Britain, delivered an interest- 
ing address. and Dr. M. Hurwitz reported on the activities 
of the Society since is formation. The following committee 
was elected for the ensuing 2 years: Dr. I. M. Hurwitz, presi- 
dent; Dr. L. Blumberg, vice-president; Dr. S. C. Gavron, hon. 
secretary and treasurer; Drs. Helen Brown, J. D. Anderson, 
Rebecca Katz, N. Silber, and I. Waynik. Dr. J. H. Sheldon 
was elected as honorary life member of the Society. 
* 


The South African Institute for Medical Research, Johannes- 
burg, Staff Scientific Meeting. The next meeting will be held 
on Monday 13 November at 5.10 p.m. in the Institute Lecture 
Theatre. Mr. B. P. Burkitt, of Mulago Hospital, Kampala, 
Uganda, will speak on ‘Multicentric lymphoma in Central 
African children’. 
* * 

Research Forum, University of Cape Town. The next meeting 
will be held on Thursday 9 November 1961 at 4 p.m. in the 
Tutorial Room of the Pathology Department, Medical School, 
Observatory, Cape. The subject to be discussed is ‘Gastric 
secretory activity in ischaemic heart disease: a possible patho- 
genetic mechanism’, and the speakers will be Dr. B. Bronte- 
Stewart (fat-tolerance test), Dr. L. H. Krut (gastric lipolytic 
activity), Drs. S. Bank and I. N. Marks (gastric secretory 
activity). This wiil be followed by a Staff Clinical Conference 
at 5.10 p.m. in the Falconer (E-floor) Lecture Theatre, Groote 
Schuur Hospital, Observatory. All general practitioners and 
others who may be interested are invited to attend these meet- 
ings. All doctors who may be interested in attending Staff 
Ward Rounds should communicate with the secretary of the 
Department of Medicine. 

Clinico-pathological conferences take place on Thursdays 
other than those scheduled for Research Forum and are held 
at the same time and venue. 


NUWE PREPARATE EN TOESTELLE 


and bile. Rapid complete absorption and slow excretion guaran- 
tee full therapeutic effect with only | tablet daily. 


Indications. Bayrena is indicated in all bacterial infections 
caused by sulphonamide-sensitive organisms, i.e. infections of 
the respiratory, biliary, urogenital and gastro-intestinal tract, 
as well as skin infections. 

Side-effects. Bayrena is very well tolerated. In large-scale 
clinical trials, no serious side-effects occurred. Patients with 
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impaired renal function should not be treated with any long- 
acting sulphonamide, including Bayrena. 

Presentation. Bayrena is available in tablets of 0-5 G. each. 
It is supplied in boxes of 8 and 40 tablets. 

Further particulars can be obtained from the sole distri- 
butors in South Africa, Messrs. FBA Pharmaceuticals (S.A.) 
(Pty) Ltd., P.O. Box 10233, Johannesburg. 


LUCOFEN TABLETS 


Warner Pharmaceuticals (Pty.) Ltd. announce the introduction 
of Lucofen Tablets, and supply the foliowing information: 

A new approach to the treatment of obesity is afforded by 
Lucofen, which promotes a feeling of satiety earlier than 
usual at meal times, while initial appetite is not affected. 

Description. Lucofen (chlorphertermine) or 1{p-chlorophenyl) 
2-methyl-2-aminopropane hydrochloride, is a substance with 
practically no central stimulating effect and no significant 
sympathomimetic or pressor effect. Patients are calm and co- 
operate in dietary control. Weight loss is gradual, being | Ib. 
- 14 lb. per week. 

‘Safe for pregnant patients and cardiacs, Lucofen has not 
been shown to cause any measure of addiction or any type of 
mental disturbance. 

Side-effects. Occasional dryness of the mouth and dyspepsia. 

Dosage. | tab. t.i.d. with meals. 

Presentation. Bottles of 50 sugar-coated tablets, obtainable 
on prescription only. 

Further information may be obtained from Warner Pharma- 
ceuticals (Pty.) Ltd., 6-10 Searle Street, Cape Town. 


PROSTAPHLIN 


Bristol Laboratories announce the introduction of Prostaphlin, 
and supply the following information: 

Prostaphlin is the third member of series of synthetic 
penicillins produced by Bristol Laboratories for the therapy 
of infectious diseases. 

The practical production of synthetic-penicillins was initiated 
in 1958 when a team of British investigators reported that they 
had succeeded in stopping the natural fermentation process of 
penicillin at a point where only the 6-amino penicillanic acid 
nucleus was present in the broth. 

After extraction, the 6-APA nucleus now could serve as the 
foundation for the synthesis of countless penicillins with diverse 
organic side chains. Among the first derivatives which were 
synthesized by Bristol Laboratories were phenoxyethyl penicillin, 
known generically as phenethicillin; and the first synthetic peni- 
cillin to be produced commercially at Bristol's, Syncillin, intro- 
duced as an oral tablet in October 1959. 

The next goal was to look for a 6-APA derivative which, by 


BOOK REVIEWS : 


ANATOMY AND PHYSIOLOGY FOR RADIOGRAPHERS 

Anatomy and Physiology for Radiographers. By C. K. War- 
rick, M.B., B.S. (Lond.), M.R.C.S., L.R.C.P.. F.R.C.S. (Eng.), 
F.F.R.. D.M.R. Pp. vi+265. Illustrated. R3.00. London: 
Edward Arnold Publishers Ltd. 1960. 


This timely publication closely follows the anatomy and 
physiology syllabus for the examination for membership to the 
Society of Radiographers of Great Britain (M.S.R.). It will 
be equally welcome to those students of the South African 
Diploma in Radiography, which is reciprocal with that of 
Britain, especially in view of the fact that until very recently 
no textbook existed which dealt specifically with the needs of 
student radiographers in this field. 

The text is clear and concise and generously interspersed 
with diagrams. Radiographs accompanied by explanatory line 
drawings are particularly welcome. 

One small criticism may be offered: the student radiographer, 
who is destined for the radiotherapeutic field, will need a more 
detailed knowledge of cell structure and the biological effects 
of radiation than this book offers. 

Apart from this minor consideration, the author has clearly 
presented the subject with its relevant details in under 300 
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virtue of its chemical configuration, would have a bactericidal 
effect on staphylococcus aureus, and not be susceptible to in- 
activation by staphylococcal penicillinase. The first proved to 
be sodium dimethoxyphenyl penicillin, generically called 
methicillin and introduced in October 1960 by Bristol Labora- 
tories as Staphcillin. It must be given by injection since it is 
destroyed by the acid of the stomach. 

Now a new synthesized penicillin, Prostaphlin, has been 
developed. Prostaphlin is not only resistant to staphylococcal 
penicillinase, it also has enough resistance to acid hydrolysis 
to allow adequaie blood levels to be achieved by oral dosage. 
In addition, Prostaphlin, microgram for microgram, in labora- 
tory studies is more potent than Staphcillin as an antistaphy- 
lococcal agent. 

Further information is obtainable from BL Pharmaceuticals 
(Pty.) Ltd., P.O. Box 2515, Johannesburg. 


TITRALAC 


Riker Laboratories announce the introduction of Titralac and 
supply the following information: 

Titralac is now available in tablet form in Southern Africa. 
Titralac is an antacid with pronounced advantages over other 
forms of similar treatment. 

Description, First, and most important, it greatly encourages 
cooperation of the patient since the product is so pleasant- 
tasting as to be able to pass for a sweet. There is no grittiness 
or chalky taste, the consistency being smooth and creamy with 
a refreshing flavour. 

Indications. The main indications are peptic ulcer: and 
secondary indications are ‘heartburn’, gastric hyperacidity, either 
spontaneous or drug-induced. Titralac has rapid action, giving 
relief within a minute. Action is also sustained, and exceeds 
that of other antacids. This extended action often lies between 
3 and 4 hours. There are no known contraindications. 

Composition. Titralac consists of glycine, 0-18 G. and calcium 
carbonate 0°42 G., in each tablet. These two drugs. when 
given together in this particular proportion, produce a con- 
trolled neutralization which gives the ideal acid-titration curve 
typical of milk. Titralac contains neither constipating aluminium 
compounds nor laxative magnesium trisilicate. The glycine is 
amphoteric in action, and prevents acid rebound: it will also 
correct this mechanism if it has already been induced by 
harsher alkalis. 

Titralac will not gel or thicken in the stomach, and does 
not absorb pepsin or nutrients such as vitamins. 

Presentation. Titralac tablets are available in handy pocket 
tubes of 10, bottles of 40, and dispensing packs of 300. 

Professional literature and clinical trial material are obtain- 
able from Riker Laboratories Africa (Pty.) Limited, P.O Box 
3388. Cape Town. 


BOEKBESPREKINGS 
pages, thus bringing the book within a very reasonable price 
range. E.M.P. 
OXYTOCIN 


Oxytocin, Ed. by R. Caldeyro-Barcia and H. Heller. Pp. 
xxiv & 443. Illustrated. R10.00 nett. Oxford: Pergamon 
Press. 1961. 
This book is a record of the Proceedings of an International 
Symposium held in 1959 in Montevideo, the home of the 
research unit under Professors Alvarez and Caldeyro-Barcia. 
where so much outstanding work on the physiology of the 
pregnant human uterus has been done. F 
At a time when the precise method of administration of 
oxytocin and the indications for its use, despite its very wide 
application, are subjects on which such widely divergent views 
are still held, this symposium is particularly valuable. Con- 


tributors include such well-known names as Caldeyro-Barcia. 
Csapo, Smyth, and Theobald, and many other research workers 
on the pharmacological, biochemical, physiological, endocrino- 
logical and clinical aspects of oxytocin, as well as oxytocinase 
and oxytocic substances other than oxytocin, found in the 
serum of humans and a number of experimental animals. 
Despite the fact that much of the work on the pharmaco- 
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jogical and biochemical aspects of oxytocin presented here is 
perhaps not of immediate value to the practising obstetrician, 
and also perhaps somewhat beyond his grasp, and despite its 
almost prohibitive price. it can be confidently predicted that 
all obstetricians will find this a fascinating book. 

R.P.D. 


LONG-TERM ANTICOAGULANT THERAPY 


Long-term Anticoagulant Therapy in Angina Pectoris and 

Myocardial Infarction. A Clinical trial of intensive versus 

moderate treatment. By Christian Frederik Borchgrevink, 

M.D. Pp. 52. Illustrated. R2.55. Norway: Oslo University 

Press. Obtainable from P. B. Mayer, Box 713, Cape Town. 
In this monograph the author compares the effects of intensive 
and moderate long-term anticoagulant therapy in 147 patients 
with angina pectoris and 56 with myocardial infarction, selected 
according to strict criteria, allocated at random to each of the 
two treatment groups and observed for 271 patient-years. 
Annual mortality and infarction rates were significantly lower 
with intensive (0°7°, and 14°.) than with moderate (62°, and 
106°.) anticoagulation. 

Using the PP method of Owren for control of dosage, the 
means of the tests recorded in each group were 19%, and 58°, 
respectively, a difference which I consider to be too wide for 
a proper evaluation of moderate anticoagulation, since the 
reduction of clotting activity obtained in this group was so 
slight as to be insignificant. 

However, the author advocates long-term anticoagulant 
therapy, adequately carried out, for patients with coronary 
heart disease regardless of the severity of the symptoms. 

M.M.S. 


THE ISCHAEMIC LIMB 


Some Aspects of Obliterative Vascular Disease of the Lower 
Limb. By J. A. Gillespie. M.D., Ch.M., F.R.C.S. and D. M. 
Douglas, Ch.M., F.R.C.S. Pp. vii + 136. Illustrated. R3.00 
net. Postage — 1l6c. Edinburgh: E. & S. Livingstone Ltd. 
1961. 

This is an eminently readable monograph. Pathology, clinical 

features and special investigations are dealt with in some detail. 
The use of vasodilator drugs is discussed at length, and the 
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author (in keeping with others) concludes that they are value- 
less. 

A chapter on the effects of chronic arterial obstruction on 
local blood flow and blood pressure adds to the understanding 
of the basic physiology. 

The chief merit of this book is in the section on lumbar 
sympathectomy, in which surgical anatomy, choice of case for 
operation, technique and follow-up studies are dealt with most 
authoritatively. Finally, there is a résumé of the modern 
approach to the problem by direct arterial surgery — the treat- 
ment of choice where feasible. 

All those interested in the problem of the ischaemic limb 
will read this book with benefit. 

L.B. 


ANATOMY OF THE EYE 


Eugene Wolff's Anatomy of the Eye and Orbit. Including 
the central connections, development, and comparative 
anatomy of the visual apparatus. Sth edition. Revised by 
R. J. Last, M.B., B.S. (Adelaide), F.R.C.S. (Eng.). Pp. vii + 
500. 438 illustrations. R8.40. London: H. K. Lewis and Co. 
1961. 


Eugene Wolff's Anatomy of the Eye and Orbit has now 
appeared in its fifth edition, edited by Prof. R. J. Last. Since 
its first publication in 1933 it has remained one of the finest 
texts on ophthalmic anatomy. Thanks to Professor Last, this 
can still be said in 1961. 

While he has brought the book up-to-date, the literary style 
of Eugene Wolff has been scrupulously maintained so that the 
spirit of this great scholar lingers on. 

The main additions are on the micro-anatomy of the anterior 
chamber and the retina, while the text is littered with the 
editor's own observations and beautiful coloured diagrams. 
However, it is disappointing that the revolutionary work of 
Warwick on the IlIrd nerve nucleus has not been included and 
that the section on slit-lamp microscopy still does not make 
mention of the use of the Hruby lens and the microbiology of 
the retina. 

This book can, as it was in the past, be strongly recom- 
mended to anyone who desires knowledge of the anatomy of 
the eye. 

M.H.L. 


CORRESPONDENCE : BRIEWERUBRIEK 


TRIUMPH HERALD COMPETITION 


To the Editor: | am sure I am expressing the feeling of many 
others when I register my disappointment at the handling of 
the recent “Triumph Herald Competition’. Many of us must 
have spent considerable time. effort and ingenuity in compiling 
our entries and yet the organizers have not seen fit to announce 
the correct order and the winning sentence. All we have had 
in your pages and in the lay press has been the name of the 
winner, and her ticket number. 

As this was (we hope) not a lottery but a competition of 
skill, the winning number is of not the slightest interest or 
importance, whereas the winning answer is. I know that I, 
personally, shall have difficulty in again selling tickets in this 
type of competition, no matter how worthy the cause. 


D. T. Glauber 
1109 Cavendish Chambers 
Jeppe Street 
Johannesburg 
23 October 1961 


FULL-TIME MEDICAL STAFF AND THE MEDICAL 
ASSOCIATION 


To the Editor: Dr. Randall's letter! on the subject ‘Full-time 
medical staff and the Medical Association’ is inadequately 
answered by your Editorial “The doctor and the Medical Asso- 
ciation’... The main burden of Dr. Randall’s complaint is con- 
tained in the following sentence from his letter: ‘The number 
resigning from the Association is increasing. and, in my 
opinion, the reason for this is basically that the Association 


has become mainly a trade union, interested in and caring 
for the pocket and the future of the private doctor, and offer- 
ing very little indeed for the full-time medical officer’. 

It is quite true that those elected to the councils of the 
Association devote a great deal of time, thought and effort to 
the economics of competitive private practice. But it would 
be as well if those full-timers who spurn and decry these 
efforts realized that their own conditions of service are con- 
ditioned directly and indirectly by the competition of the 
economic and other opportunities which private practice can 
offer. In so far as the Association succeeds in improving the 
lot of private practitioners, so it automatically improves the lot 
of the full-timers. One has only to study the pattern of the 
salaries and conditions of service offered for full-time casualty 
and resident appointments in public hospitals during the past 
two decades to appreciate the force of this argument. 

It should also be borne in mind that full-time appointments 
rest largely in the hands of government and semi-government 
agencies which dictate their own terms regardless of the views 
expressed by the organized body of the profession — including 
representations made by the full-timers themselves. However, 
elementary laws of economics and common sense dictate that 
if applicants are to be attracted to these appointments, the 
rewards offered—-in terms of salary, hours of work, leave, 
pensions, status, opportunities for academic advancement and 
research, etc. —- must add up to better than the applicants can 
hope to obtain in competitive practice. 

Dr. Randall states: ‘The full-timer asks himself why he 
should pay about R20 a year for the privilege of membership?’ 
Not only full-timers are asking themselves this question! But 
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I would nevertheless suggest to Dr. Randall that the advan- 
tages which he can obtain from his membership are not one 
whit less, and in some respects are substantially greater, than 
those which can be enjoyed by his colleagues in private prac- 
tice. Paradoxically, full-timers would continue to enjoy (as 
many do, in fact, at present enjoy) all the economic and 
academic advantages of membership without themselves being 
members of the Association. But so also do many private 
practitioners. That surely is no criticism of those who foot 
the bill and carry the obligations of membership. 


Maurice Shapiro 
P.O. Box 9326 
Johannesburg 
23 October 1961 


1. Correspondence (1961): S. Afr 
2. Editorial (1961): Ibid., 35, 871 


THE RESULTS OF TREATMENT IN CERTAIN TYPES 
OF INCONTINENCE 


To the Editor: Dr. C. F. Krige is certainly to be congratu- 
lated on the results! of his colporrhaphies, reporting, as he 
does in a series of 1,855 cases, immediate success after a single 
operation in all but 6: this despite the fact, apparently, that 
more than a third of his patients were suffering from stress 
incontinence. Three of these 6 patients were cured by a second 
colporrhaphy and 3 have not returned. These figures are so 
much better than any I have seen published that I feel this 
well-nigh perfect form of colporrhaphy for stress incontinence 
should be published without further delay. 

For the ordinary gynaecologist the incidence of failure 
following even multiple colporrhaphies for stress incontinence 
is about 5- 10°: the very multiplicity of procedures to cure 
this condition serves only to bear out the need for some 
operation other than colporrhaphy in cases whether pubo- 
cervical fascia, free grafts, or even bone chips are unsuccessful 
from below. 

Contrary to Dr. Krige’s statement a great deal has been 
learned recently about the cause of stress incontinence in 
women, with the result that modern operative procedures have 
become less empirical and are designed primarily to elongate 
the foreshortened urethra in addition to angulating the bladder 
neck. 

His criticism of the Aldridge and Millin procedures would 
have been fairer had he stated that the 3 deaths were in fact 
caused by pulmonary embolism in 2 cases and probably the 
anaesthetic agent in the third —- and not the direct result of the 
‘exotic’ operations. Pulmonary embolism, as he must be well 
aware, can and does occur even after as simple a procedure 
as a colporrhaphy. 


Med. J., 35, 883 


I. Jacobson 
Medical Centre 
Cape Town 
20 October 1961 


1. Correspondence (1961): S. Afr. Med. J., 35, 864 
A SECOND LOOK AT FIRST-AID 


To the Editor: First-aid is the immediate and temporary care 
given to the victim of an accident or sudden illness. 

The manuals on which first-aid training is based are com- 
piled by eminent surgeons, physicians, and highly experienced 
first-aid personnel. These manuals are revised and brought up 
to date as frequently as is practicable: it would not be 
expedient to print new first-aid manuals as each new method 
of treatment is devised. As important advances occur in treat- 
ment and technique, amendments and additions are made avail- 
able by printing supplements to the manuals. 

With reference to the Editorial’ in the Journal of 30 Sep- 
tember on ‘A new look at first-aid’, I feel that the article was 
ill-considered and unworthy of any experienced doctor with a 
knowledge of first-aid principles. I shall now consider the 
publication seriatim. 


Treatment of Haemorrhage 


This subject in the latest authorized manual of the St. John 
Ambulance Association, the St. Andrews Ambulance Associa- 
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tion, and the British Red Cross Society is dealt with in the 
following manner: (1) Direct pressure, and (2) indirect pressure, 
The first reference to the control of haemorrhage is a page 
and a half of description on the direct-pressure method. 

Control of haemorrhage by indirect pressure is advised only 
if bleeding cannot be controlled by the application of direct 
pressure, or when it is impossible to apply direct pressure 
successfully. Careful, and detailed precautions are enjoined, 
when having to resort to indirect pressure methods for con- 
trolling haemorrhage. The above bears no relation to a relic 
of the times before antibiotics, and no reference is made in 
this manual to ‘a stone in the handkerchief and a turnbuckle’ 
as might be inferred from the article. 

With regard to teaching mouth-to-mouth artificial respira- 
tion, which we have studied since 1958, we are all in agree- 
ment that expired-air methods of resuscitation are of primary 
importance, and we have in fact made considerable advances 
to introduce this method in first-aid training. Numerous publi- 
cations on the subject have been studied; films have been 
reviewed; and ‘manikin’ demonstrations have been attended by 
many senior officers of St. John, Red Cross, and Noodhulp- 
liga organizations. A supplement to the last manual is now 
being made available, and includes the expired-air methods of 
artificial respiration, and the extra-cardiac-massage technique 
for resuscitation. 

Splinting 

First-aiders, in the vast majority of cases, render assistance 
when standard equipment is not available; improvization is 
therefore an important aspect of their training. The use of the 
long Liston splint is both expedient and efficient, and lends to 
substitution by folded newspapers, strips of wood from a box, 
a rifle, binding the limbs together, and so on. For temporary 
immobilization these methods are acceptable. 


I shouldn't think that the advocate of the Thomas splint 
expects every first-aider to walk around with such a splint 
strapped to his back in case of an accident. Incidentally, 
Thomas's splint was referred to in the British Medical Journa! 
of 1 October 1887, if dating is a criterion for relegating equip- 
ment to the surgical junkyard. 


The Use of Plasma for Shock 


The use of intravenous injections, or the use of the hypo- 
dermic syringe for any injection by an unqualified person is 
prohibited by Medical Council regulations. There are other 
matters which are engaging the attention of first-aid trainers — 
such as snake bite; shark victims: safety belts for motorists; etc. 


In conclusion let me assure you that many of the medical 
personnel who are teaching and training first-aiders are on the 
staff of teaching hospitals, and are tutors and lecturers in 
medicine and surgery at the Universities. 


In the circumstances I feel that the Journal should be con- 
tent to leave matters in the hands of those whose business and 
duty it is to maintain an up-to-date and efficient first-aid 
service. 

The pity is that the article was taken from the Journal and 
printed in the Cape Argus of 30 September 1961, thereby caus- 
ing much unhappiness and frustration among the gallant men 
and women first-aiders who have devoted many years of hard 
and conscientious work in the service of mankind. 


Albert Rabinowitz 
Surgeon-in-Chief for South Africa 
St. John Ambulance Brigade 
701 Medical Centre 
Jeppe Street 
Johannesburg 
23 October 1961 


1. Editorial (1961): S. Afr. Med. J., 35, 807. 


[In writing the Editorial article we intended doing no more and no less 
than to follow the advice given by Sir William Savage: ‘Every M.O.H. 
ought to turn over in his mind from time to time what he would do in 
the face of a whole variety of disasters.’ 

Truth has many faces and many voices; and it is our firm belief that 
it will be an evil day when we no longer ‘turn over in our minds’ questions 
which are intended not to accuse anybody, but to stimulate an open dis- 
cussion on a responsible level. (See also the Editorial footnote on p. 884 
in the Journal for 21 October 1961) — Editor.] 
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